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Ao SUMMARY 



Twenty directors and instructors in schools of practical nursing 
in Kentucky and a total of nine directors and instructors from Colorado, 
the District of Columbia, Illinois, New Hampshire, New Mexico, Vir- 
ginia and West Virginia attended a two week clinical workshop in Men- 
tal Health and Psychiatric Nursing at the University of Kentucky, Lex- 
ington, Kentucky and Danville State Hospital, Danville, Kentucky, in 
July, 1967, The workshop was sponsored by the Bureau of Vocational 
Education, Kentucky Department of Education, and the Kentucky Re- 
search Coordinating Unit for Vocational Education, College of Educa- 
tion, University of Kentucky, Lexington, Kentucky, 

The workshop was designed to meet the expressed needs for bet- 
ter preparation to teach mental health concepts of instructors in 
schools of practical nursing, and had as its objectives: 

1 . To assist instructors to integrate mental health concepts into 
the practical nurse curriculum and to improve instruction in 
psychiatric nursing; and 

2 , to acquire knowledge of the newest materials and latest tech- 
niques and skills in mental health and psychiatric nursing. 

Professional staff from the Bureau of Vocational Education, Ken- 
tucky Research Coordinating Unit for Vocational Education, The Ken- 
tucky Department of Mental Health, the Kentucky State Department of 
Health, Kentucky and Central State Hospitals, The National Institute 
of Mental Health Clinical Research Center at Lexington, The Frankfort 
State Hospital and School, and two psychiatric nurse specialists 
served as faculty. 

Trainees were assigned participant observer experiences with 
patients, observed group therapy, and an Alcoholics Anonymous meet- 
ing, reviewed and discussed films, attended lectures and clinical 
presentations, toured a ;.vtate hospital, the NIMH Clinical Research 
Center, Lexington, and the Frankfort State Hospital and School, 

They prepared instructional materials and reviewed these, as 
well as daily work assignments and interaction notes with psychiatric 
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nurse faculty members. 

By fall, 1967, all students enrolled in schools of practical nursing 
in Kentucky will have instruction, including clinical practice, in psy- 
chiatric nursing in the basic curriculum. 

Several trainees from out-of-state were either planning or interested 
in exploring facilities and resources for teaching mental health and psy- 
chiatric nursing. 

All trainees recognized the need to identify and teach the mental 
health aspects of nursing care in all courses. Each trainee prepared a 
sample lesson plan demonstrating this. These lesson plans included Per-^ 
sonal and Vocational Relations, Nursing Fundamentals, Geriatrics, Medi- 
cal and Surgical Nursing, Orthopedics and long term illness. Obstetrics, 
and Psychiatric Nursing. 

An observer attended all sessions, accompanied trainees and facul’- 
ty members on tours, and reported his observations at the close of the 
workshop . 



B, INTRODUCTION 



The clinical workshop described in this report was planned to pro- 
mote and assist in the integration of mental health and psychiatric con- 
cepts into the total curriculum of the practical nurse educational program. 

The practical nurse has contributed significantly to the care of 
patients in all types of health facilities over the years. She has 
achieved status and recognition for her performance in meeting the phy- 
sical needs of all age groups with all degrees of disabilityo She is a 
valuable resource of health manpov\7er. However, her focus on the 
patient's physiology has been to the near exclusion of his world of emo- 
tions. This state of emphasis has coexisted with the knowledge that 
man is a trifurcate being — that his psychological and sociological 
states are as important to his total well being as his physiological good 
health, it is apparent that some shift in emphasis must be made to en- 
able this large group of health workers to become more effective in meet- 
ing all of the needs of the patient. 

It is reported that at least one person in every ten has some form 
of mental or emotional illness that needs psychiatric treatment.^ It is 
further reported that "there are more people in hospitals with mental ill- 
ness, at any one time than with all other diseases combined . , . 

The lack of manpower is a crucial issue in mental institutions. Services 
and care are restricted because of the lack of adequately trained person- 
nel. A majority of patients in state mental hospitals receive only custo- 
dial care instead of intensive treatment necessary for rehabilitation and 
recovery. The possibilities of obtaining sufficient professional person- 
nel is very remote in the foreseeable future and it appears mandatory 
that some action must be taken to cope with the problem. The licensed 
practical nurse population is a resource sufficient in number to help fill 
the ever-widening gap of needed manpower. This is possible if her edu- 
cational program is broadened to include psychiatric and mental health 
concepts. Consideration must be given as to how she can be taught to 
carry on varied therapeutic roles with patients and participate as an ef- 
fective, sensitive member of the psychiatric nursing team. It has been 
demonstrated that the licensed practical nurse can function effectively 



4he National Association for Mental Health. "Facts About Men- 
tal Illness," 1966 Fact Sheet . New York. 
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and efficiently in a psychiatric setting. However, unless she has some 
orientation and experience in the psychiatric hospital as a student she 
will generally avoid seeking employment in such an institution as a prac- 
titioner . 

The mental institution is only one employing agency needing nurses 
trained in mental health principles. According to the 1966 Fact Sheet, 
"Facts About Mental Illness," at least fifty per cent of all the millions 
of medical and surgical cases treated by private doctors and hospitals 
have a mental illness complication » The majority of licensed practical 
nurses seek employment in general hospitals where they have daily con- 
tact with individuals experiencing all degrees of emotional stress in the 
vast area of continuum between demonstrable physical illness and clearly 
defined mental disorders. Recognition of emotional symptoms, under- 
standing behavior, and clear and adequate communications are important 
factors that the practical nurse must know to skillfully handle emotional 
stress problems. 

The newer trends in treating mental illness are away from hospital- 
ization and toward preventive action in the community. Because today's 
society is more accepting of mental illness, it is possible to give short 
term treatment in the community, to use group and family therapy, and to 
maintain day care centers. The practical nurse must be knowledgeable 
about the new concepts and available facilities if she is to assist in 
preventive measures, aid in rehabilitation, and promote optimum mental 
health. 

In contemporary American society, mental health problems are at 
an all time high. We are living in a time of great social and economic 
change. The impact on many is overwhelming and precipitates behavior 
that is opposed to accepted standards. Alcoholism, drug addiction, and 
suicides have increased at alarming rates and are indicative of the depth 
and destructive force of the mental stress. The use of hallucinatory 
drugs, bizarre dress and action, and general revolt against authority 
among many young people are symptoms of mental frustrations. The 
nurse needs to recognize these emotional reactions as behavior which 
have meaning but be able to accept the individual without prejudicial 
judgment. 

To prepare the practical nurse for her role in assuming new dimen- 
sions in the field of mental health and for carrying out her responsibility 
in giving total nursing care, this workshop was initiated for instructiors 
in practical nurse programs. Through this medium it is hoped that the 



ultimate goal will be reached: a supply of practical nurses an 
understanding of mental health problems and an IntMest in contributing 
to the development of a higher level of mental health care . 
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C . THE WORKSHOP 



The workshop was planned by a committee representing the Bureau 
of Vocational Education, the Kentucky Research Coordinating Unit for Vo- 
cational Education, and Kentucky Practical Nurse Programs « Personnel 
from each agency participating in the program were also involved in the 
planning stages of the workshop » 

1 . Workshop Objectives 

The proposed workshop is designed to contribute significantly to 
integrating mental health concepts into the total practical nurse curric- 
ulum and enhance the psychiatric affiliations. The objectives of the 
workshop are to assist instructors in schools of practical nursing to: 

a. Integrate mental health concepts into the practical nurse curric- 
ulum and to improve instruction in psychiatric nursing . 

b. Acquire knowledge about the newest materials and latest tech- 
niques and skills in mental health and psychiatric nursing. 

2 . Student Selection 

Thirty students were selected from a group of registered nurse 
applicants actively engaged in instruction of practical nurse students. 
Twenty were selected from Kentucky, and ten were selected from other 
states with preference to Region III applicants. 

There were thirty-two Kentucky applicants and twelve out-of-state 
applicants. The selection committee agreed to give first preference to 
individuals who had no basic psychiatric experience, and to allow only 
two from any one state other than Kentucky, There were three applicants 
from West Virginia, and- the two with least psychiatric experience were 
selected. Twenty Kentucky applicants and ten applicants from seven 
other states were selected. One applicant from Virginia did not attend 
due to a crisis at home, and notice was received too late to notify an 
alternate . 

3 . Faculty Orientation 



The Director, Assistant Director, and Coordinator met with a 
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faculty member in May to discuss the program and make specific plans. 
The assistant director and coordinator spent two days at Kentucky State 
Hospital in Danville to orient staff to the workshop objectives, and to 
be oriented to the hospital policies and treatment program. 

4, Facilities 

The University of Kentucky, Lexington, Kentucky, provided 
classroom facilities for the workshop. Two hours of resident college 
credit at the graduate for undergraduate level was possible for those 
eligible for admission to the University of Kentucky. 

Kentucky State Hospital, Danville, Kentucky, was selected: a's the 
clinical facility. The hospital has 41 wards including an alcoholic 
unit. The daily census averages 1,100 patients. The twelve depart- 
ments of clinical services in the hospital organization provided the 
trainees an over-view of the relationship of the various disciplines for 
the purpose of patient care and rehabilitation. 

5 . Resources 



Students were sent a bibliography of mental health and psychia- 
tric books, a list of journal articles, and a form to be completed and 
returned to the coordinator indicating the nursing course in which men- 
tal health and psychiatric nursing principles would be integrated. Inte- 
grating, these principles into a course was one of the requirements. 

Each trainee received a packet of books , reprints and booklets 
for her personal use. In addition, the library resources of the Kentucky 
State Hospital and the Danville School of Practical Nursing were avail- 
able for use by students. The assistant director, coordinator and two 
faculty members were available to discuss projects in individual or 
group conferences. One faculty member held individual conferences 
with all students to discuss their clinical experience interaction notes. 

Students participated in two field trips. They spent a full day at 
the National Institute of Mental Health Clinical Research Center. They 
toured patient-care facilities, and vocational and recreational therapy 
units. Presentations on programs and therapy were given by the pro- 
fessional staff of the Research Center, and students were given time to 
have their questions answered by the professional staff. 

The students spent a full day on their second field trip, also. 

This trip took them to Frankfort State Hospital where mental retardation 
patients were presented after discussion of a short case history and 
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diagnosis for each patient. Students visited the patient-care areas, the 
workshop and resident school. All students attended a case conference 
in which a psychiatrist, social worker, nurse, rehabilitation counselor, 
and several other key personnel discussed a patient's progress and 
made plans for continued care. 

6. Workshop Program 

Topics included in the workshop were mental health trends, per- 
sonality growth and development, communications, interaction, social 
and psychological aspects of patient care in general and psychiatric 
hospitals, mental retardation, drug addiction, alcoholism, geriatrics 
and new therapy concepts. Teaching aids and integration of mental 
health concepts into practical nurse curriculum were also presented and 
discussed. 

Students spent more than ten hours in the patient areas on tours, 
orientation to the wards, observation of the group process, and in 
direct patient contact. Nineteen hours were spent listening to lectures 
and participating in discussions of geriatric s , growth and development 
and personality, mental health, group therapy, drugs, communication, 
alcoholism, addiction, mental retardation and community mental health. 
Six hours were spent viewing films and discussing their content. Areas 
covered were growth and development, patient support, communication 
and mental retardation. Time spent in individual and group conferences 
varied according to each student's needs. 



D. EVALUATION 



Evaluation forms were distributed to participants for the purpose 
of obtaining both positive and negative reactions . Suggestions and 
recommendations will be considered in planning for future workshops. 
The participants were requested to reflect on the total two weeks and 
to be completely honest in their response. Signatures were purposely 
omitted . 

The tabulation of the participants' evaluation of the total work- 
shop indicated that the outstanding features were the field trips, guest 
lecturers, and planned sequence of topics. There was unanimous 
agreement that the workshop achieved its stated objectives and that it 
was considered a worthwhile experience. 

Other aspects of the workshop that elicited favorable commenda- 
tion were: clinical assignments, availability of faculty for consulta-. 
tion, orientation, and books and hand-out materials presented to the 
participants , 

The scheduled workshop hours (8 a.m. to 1 p.m. , with one 20- 
30 minute break) were strongly criticized. However, most participants 
modified their criticism with comments regarding the reasoning in mak- 
ing the decision. Six days were scheduled in the clinical area at a 
state mental institution located about seven miles from the city limits. 
Public transportation was not available. Although the hospital dining 
facilities were available, the burden of 35-40 additional guests would 
possibly have overtaxed the food service personnel and added confu- 
sion to the space already in maximum use. A late leisurely lunch at a 
restaurant of one's choice without additional transportation problems 
seemed to be the most desirable solvition. 

After some verbal complaints were expressed regarding the late 
lunch, the participants were presented with the facts of the situation 
and then given a choice of maintaining the schedule as planned or dis- 
missing for lunch at 11:30 a.m. and returning in the afternoon for the 
1 1/2 hours of planned program. The group voted to stay in session 
until 1 p.m. 

A second criticism related to the anxiety caused by the assign- 
ment of individual projects. 
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With the above two exceptions the evaluations and comments by 
the participants were very favorable. Most enjoyed the opportunity to 
exchange ideas and views with the other teachers# having the oppor- 
tunity to be in the student role, and patient contact assignments. 
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PARTICIPANT EVALUATION 



of 

A OUnlcal Workshop In Mental Health and 
Psychiatric Nursing for Instructors in Schools 
of Practical Nursing 
July 17 - 28, 1967 

Directions: Please Indicate your opinion by a check mark in the appro 
priate column. 



Very Very 

Much Much Little Little 

1 . To what extent did sessions help 
reach the purposes of the work- 



shop? 


22 


5 






2. To what extent were the ideas 
and methods discussed helpful 
to you? 


21 


6 






3 . To what extent were the indivi- 
dual projects of concern and help- 
ful to you? 


9 


13 


3 




4. To what extent was the clinical 
assignment meaningful to you? 


5 


17 


3 


1 


5 . To what extent were the field 
trips helpful in gaining a better 
understanding of mental health 
concepts and psychiatric nurs- 
ing? 


?3 


4 






6 . To what extent did the members 
of the group help toward tho solu- 
tion of your problems? 


6 


1? 


6 
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VQry Very 

Much Much Little Little 



7 , To what extent were bibliographic 
readings used in helping to solve 

problems? 4 iQ 7 4 



8 . To what extent do you think the 
workshop will be helpful in im- 
proving your curriculum ? 13 13 1 



9. To what extent do you feel that 
the workshop has helped you to 
become acquainted with^ and to 
understand and appreciate men- 
tal health concepts and psychia- 
tric nursing? 21 5 



10* To what extent do you consider 
the workshop to have been a 
worthwhile experience? 2 ^ 1 



•w 1 2 
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SAMPLES OF TYPICAL RESPONSES FROM EVALUATION 
OF WORKSHOP MECHANICS 

1. Were pre-workshop instructions adequate? 

Yes — 26 No — 1 

2 . Were accommodations satisfactory ? 

Yes — 26 

3. Was program scheduling effective? 

a. A great deal of thought and planning was obvious, otherwise how 
could so much content presented by so many experts have been 
possible in so short a time. It was terrific! 

b. I would rather have gone through the lunch hour as we did and 
complete the sessions; however, I did get quite hungry and this 
makes it difficult to listen and learn. 

c. I know there was some criticism of the schedule. However , I 
liked having the program over at 1 p,m. and not having to return, 

d. There was very good sequence of events in the schedule. 

4. Were workshop hours suitable? 

a. A little long, but I believe the planners made the best choice. 

b. No. I think lunch would have helped both physically and men- 
tally. 

c. Yes! A workshop is a workshop! 

d. Although the giioup voted for lunch following the program, I be- 
lieve we should have had lunch at a regular time . 

5 . Were social functions adequate for you to become acquainted with 
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other participants and provide sufficient relaxation? 

a. Most participants too busy with homework. 

b. Formal social functions were not necessary. 

c . Another evening social function would have been nice . Picnic an 
excellent idea. 

d. Relaxing was hard to do. Getting acquainted easy. 

6. What do you consider the workshop's strong points? 

a. Content. Excellent speakers and field trips. 

b. Field trips, rich content. 

c. The guest speakers and their information. Field trips. 

d. Outstanding program. Well planned content. 

7. What do you consider the workshop's weak points? 

a . Felt need of a lunch period . 

b. Omission of a regular lunch hour. 

c. Very few. Perhaps the schedule was a little too long and I 
missed lunch. 

d. I did not enjoy the presentation of projects. Not enough time to 
absorb what I learned. 

8. Suggestions or comments. 

a. This has been a very rewarding experience. 

b. I feel the Kentucky people did everything possible to accommo- 
date the out-of-state people. Of the many workshops this was 
one of the most stimulating and very much appreciated. 

c. An excellent workshop, program and faculty. Excellent organi- 
zation of material in proper sequence . 
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d , Every practical nurse instructor should have the opportunity to 
participate in a similar workshop. 

e. I am impressed. What are you planning for next summer? 









E . CONCLUSIONS AND RECOMMENDATIONS 



The purpose of the workshop was to create an awareness of the 
need to integrate mental health concepts into the practical nurse pro- 
gram, and to develop new techniques and skills in implementing a men- 
tal health philosophy into the curriculum. The attitude of the students 
made them very receptive to the workshop goals. The Kentucky instruc- 
tors were influenced by the fact that all Kentucky Schools of Practical 
Nursing planned to have psychiatric content and clinical experience in 
the fall. The students from other states stated their state supervisors 
had expressed the hope that psychiatric principles and experience 
would be offered in their schools in the near future. Knowing they 
would be using the knowledge gained in the workshop may have stimu- 
lated the high interest of the students. 

Students were most enthusiastic about the opportunity for patient 
contact, and the conferences to discuss their interaction notes. They 
selected their projects before the workshop started, and started work- 
ing on them immediately. A few changed their minds and selected a 
new topic. In most cases, this was done in order to work with a par- 
ticular group. One student stated she was scheduled to give a report 
on the workshop at the next state meeting for instructors in Schools of 
Practical Nursing. 

The students gave oral reports of their projects to the group. 

Most of them had made considerable progress toward integrating men- 
tal health concepts in the curriculum and they indicated that they 
would be able to continue working toward that goal at home. 

Several recommendations can be made as a result of the work- 
shop. Similar workshops should be held for instructors who have not 
had psychiatric nursing courses or experience since results of the pre- 
test and post test indicate considerable understanding of psychiatric 
nursing principles can be gained by students in a two-week workshop. 

A plan to continue contact with students when they finalize their plan- 
ning and actually begin to implement the new curriculum should be 
considered. It is probable that their peers in the home schools might 
reject their proposed curriculum since these peers have not been ex- 
posed to the same learning experience . Continued contact with the 
workshop faculty, or a follow-up conference might be helpful to the 
students . 
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APPENDIX A 



Student Statistics 

The following tables represent data taken from the applications 
submitted by students. 



TABLE 1 

YEARS STUDENTS EMPLOYED IN PRESENT POSITION 



Years in Position 


Number 


Percentage ‘ 


Less than one 


3 


10 


More than one, less than three 


10 


35 


More than three, less than six 


4 


14 


More than six, less than ten 


9 


31 


More than ten 


3 


10 


Total 


29 


100 



Forty-five per cent have been in their present position less than 
three years. Forty-one per cent have been in their present position 
six or more years . 



TABLE 2 

NUMBER OF YEARS OF TEACHING EXPERIENCE REPORTED 

BY STUDENTS 



Number of Years in Teaching 


Number 


Percentage 


Less than one 


1 


4 


More than one, less than three 


5 


17 
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Appendix A 



TABUS 2’ — Continued 



Numijer of Years in Teaching 


Number 


Percentage 


More than three, less than six 


5 


17 


More than six, less than ten 


9 


31 


More than ten 


9 


31 


Total 


29 


100 



TABIE 3 



BA3IC NW8INS PROGRAM PREPARATION OF STUDENTS 



Type of Program 


Number 


Diploma 


25 


Associate Degree 


0 


Baccalayreate 


4 


. Total 


29 



TABLE 4 



LEVEL OF EDUCATION OF WORKSHOP STUDENTS 



Level of Education 


Number 


Diploma and less than 10 credits 


5 


Diplopia ^ more than 10, less than 50 credits 


13 


Diploma - more than 50, no degree 


4 


Baccalaureate degree 


3 


Bacoa laureate degree plus credits 


4 



Total 29 




TABLE 5 



PREVIOUS AFFILIATION , COURSES , OR WORK EXPERIENCE 
IN PSYCHIATRIC NURSING REPORTED BY STUDENTS 



Type of Psychiatric Experience 


Yes No 


Psychiatric Affiliation in Basic Program 


15 14 


Course(s) ) in Psychiatric Nursing 


5 24 


Work Experience in Psychiatric Setting 


9 20 


Nine of the students indicated they had no previous experience 


or course in psychiatric nursing. 




Over two-thirds of the students belonged to the American Nurses 


Association, American Vocational Association, 


and the National Educa- 


tion Association. Twelve of the students held office(s) in their or- 


ganlzations or had served on the state board, 
al or national office. 


None had held a region- 


TABLE 6 




MEMBERSHIP IN PROFESSIONAL ORGANIZATIONS OF STUDENTS 


Organization 


Number 


ANA only 


4 


ANA and NEA 


3 


ANA and NLN 


1 


ANA, AVA, and NEA 


16 


ANA , AVA , NEA , AND NLN 


5 


Total 


29 
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TABLE 7 



PROFESSIONAL ORGANIZATION OFFICE (s) HELD BY STUDENTS 



Level of Organization in Which Office Held 


Number 


District 


2 


State 


3 


District and State 


6 


None 


17 


Total 


28 



Th© studonts took th© N©tion©l L©©9u© for Nvirsincf Psychidtric 
Nursing Aohi©v©m©nt T©st on th© first morning of th© workshop, and at 
th© ©nd of th© workshop. 

Six of th© nin© stud©nts with no pr©vious psychiatric nursing 
coursots) ;or ©xp©ri©nc© scored below th© thirtieth percentile on th© 
pre-'test. 



TABLE 8 



N.L.N. PRE TEST AND POST TEST PSYCHIATRIC NURSING 
TEST USING TOTAL-ALL PERCENTILE -SC ORES 



Total-All Percentile Score 


Pre Test 


Post Test 


0-29 


13 


6 


30-69 


8 


5 


70 - 99 


8 


18 


Total 


29 


29 



Slightly greater gains were mad© on th© Facts and Principles 
Section of the NLN Psychiatric Nursing Achievement Test than on the 
Nursing Practice Section. 




TABLE 9 



STUDENT PERFORMANCE ON NURSING PRACTICE SECTION OF 
NLN PSYCHIATRIC NURSING TEST 




STUDENT PERFORMANCE ON FACTS AND PRINCIPLES SECTION OF 

NLN PSYCHIATRIC NURSING TEST 



Percentile 


Pre Test 


Post Test 


0-49 


58.6% 


27.6% 


50 - 99 


41.4% 


72.4% 
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Dally Schedule 



Monday. Tilv 17 

8;00 Registration 
8:30 Welcome 

8:45 Orientation to the workshop 
9:00 Introduction and Announcements 
9:45 Pre-Test 

11:15 "Present and Future Trends of Mental 
Health" 

12:30 General Assembly 



Tuesday. Tuly 18 

8:00 Orientation to the Kentucky State 
Hospital and Introduction of the 
Staff 

8:30 Orientation to the Clinical Depart- 
ments of the Hospital: Nursing, 
Social Service, Psychology, Occu- 
pational Therapy, Recreational 
Therapy, and Rehabilitation 

9:45 Tour of the Hospital Clinical Areas 
11:30 Group and Individual Assignments 

1:00 Film courtesy Danville Chamber of 
Commerce 

3:00 Covered Wagon Tour of Danville by 
Chamber of Commerce 

Wednesday. Tulv 19 

8:00 "Personality Growth and Develop- 
ment" 

9:00 Film: "Preface to a Life," followed 
by discussion 
10:15 Ward Assignments 
12:00 "Mental Health Concepts" 

1:00 Faculty and Kentucky State Hospital 
Nursing Staff Meeting 
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Mrs. Charlotte Denny 
Dr. Stanley Wall 
Dr. Carl F. Lamar 
Mrs. Doris Schmidt 
Mrs. Doris Schmidt 

Dr. Dale Farabee 
Mrs. Doris Schmidt 



Mr. Joseph C. Burgio 



Dr . Mehmet Arik 
Mrs. Joanne Woods 
Mrs. Doris Schmidt 

Mrs. Doris Schmidt 

Mrs . Virginia Gudgel 



Dr. Willard Dill 

Dr. Willard Dill 
Mrs. Doris Schmidt 
Mrs, Tressa Roche 

Mrs. Doris Schmidt 
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5:30 Happy Hour at Anne and Pierre's 
Courtesy Roche Laboratories 
7:30 Dutch Treat Dinner 



Thursday, July 20 

8:00 "Using Mental Health Concepts 
in the Gneral Hospital Setting" 

9:00 Film: "Mrs, Reynolds Needs a 
Nurse", followed by discussion 
10:00 Ward Assignments 
12:00 "Group Therapy", Demonstration 
followed by discussion 

2-5 Individual and Group Meetings 
with Faculty. 

6:00 Pioneer Playhouse 

Friday, Tulv 21 

8:00 Film; "The Third Eye " , followed' 
by discussion 

9:00 "Drugs and Other Treatment 
Modalities " 

10:15 Ward Assignments 

11:45 Individual and Group Meetings 

12:15 "Communicating" 

2:30- 

5:00 Faculty available for individual 
and group conferences 



Mrs, Virginia Kilander 

Mrs, Virginia Kilander 
Mrs, Doris Schmidt 

Mrs, Tressa Roche 



Miss Cynthia Rector 

Dr, Ray C, Hayes 
Mrs, Charlotte Denny 
Mrs, Charlotte Denny 
Miss Linda L, Hays 



Monday, Tulv 24 

8:30 Field trip to National Institute 

of Mental Health Clinical Research 
Center, Lexington, Kentucky 

9:00 Welcome Dr, Robert Rasor 

Mr, Jay C, Wertman 

9:15 Discussion: Activities of the day, 

distribution of the program Miss Margaret F, Carroll 

10:00 Panel Presentation: Treatment of 
the Addict Patient, Admission to 
Discharge 
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Dr, Jimmie D, Hawthorne 
Moderator 
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Dr, Alfred S, Nelson 
Dr. Donald D, Pet 
Mrs. Ruth P. Tweedale 
Mr. William D. Abbott 
Mr. Stanley Crawfort 
Dr. Byron L. Harriman 
Mr, Clarence E. Morgan 
12:00 Film# slides and discussion Miss Margret F. Carroll 

1;30 Walking Tour: Hospital, Recrea- 
tional and Vocational Facilities 

(two groups) Nursing Service Staff 

3:00 Discussion, questions, evaluation 

distribution of literature Nursing Service Staff 

Tuesday. Tulv 25 

8:00 Film: "The Patient is a Person", 
followed by discussion 

9:00 Individual and Group Projects 
10:30 "Alcoholism" followed by dis- 
cussion 

12:00 Film: "The Eye of the Beholder" 
followed by discussion 

2 : 00 - 

4:00 Faculty available for individual 
or group conferences to be 
arranged 

8:00 Alcoholics Anonymous Meeting, 

Kentucky State Hospital 

Wednesday. Tulv 26 

8:00 Field trip: Frankfort State Hospital 
and School 

9:00 "Mental Retardation" 

10:30 Tour of Hospital and School 

1:00 Staff Evaluation Conference 

2:00 Film: "Introduction to Mental 
Retardation", followed by 
discussion 



Mrs. Bessie McCord 
Mrs. Bessie McCord 
Dr. William McFall 



Mrs. Bessie McCord 



Mrs. Tressa Roche 
Mrs. Doris Schmidt 

Mr. Omar L. Greeman 

Miss Betty Jane Ely 
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Thursday, Tulv 27 




8:00 


"Utilization of the Practical Nurse 
in Mental Health" , followed by 






discussion 


Miss Annie Laurie 
Crawford 


9:00 


"Activities for Daily Living" 






(geriatrics) 


Mrs. Tressa Roche 


10:45 


"Community Mental Health/' 






followed by discussion 


Miss Elaine Kiviniemi 


11:45 


Project reports followed by 






discussion 


Mrs. Virginia Kilander 


12:30 


Appraisal of reports 


Faculty Panel 


1:00 


Reaction by Participant Observer 


Mr. Robert Swift 


Friday. 


July 28 




8:00 


Trainee - Faculty Evaluation 






Conference 


Mrs . Charlotte Denny 


10:00 


Post-Test 


Mrs. Doris Schmidt 


12:00 


Summary 


Miss Annie Laurie 
Crawford 


12:30 


Implications and Projections 


Mrs. Doris Schmidt 
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SPEECHES 

We regret that because of space limitations only a few of the 
presentations made during the workshop could be included in this 
report . 
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PRESENT AND FUTURE TRENDS OF MENTAL HEALTH 

Dr, Dale Farabee 
(Summarized from Transcription) 



One of the greatest trends in mental health today is the in- 
creased interest in the subject at all levels of our society „ As re- 
cently as 50 years ago, mentally ill and emotionally disturbed persons 
were looked upon in much of the same attitude as the witches of Salem 
in the generation before. The persons who succumbed to an emotional 
disorganization were thought to be weak willed, if not actually in the 
grip of Satan, 

The untiring efforts of Dorothea Dix during the late 19th century 
produced a change for the better in most of the institutions, Freud 
and his followers were rapidly contributing much to our knowledge of 
anxiety, neurosis, and psychosis. In this same period. Dr, Adolph 
Myer of John Hopkins University was advocating a common sense ap- 
proach to the treatment of mentally ill and disturbed persons. His 
work contributed greatly to the advancement, not only of the general 
medical approach to mental illness, but the strong social work back- 
ground , 

The efforts of Dr , Myer and Freud were to gather momentum and 
bear great fruit in the first half of the 20th century. The numbers of 
physicians, nurses, and social workers interested in mental health 
began to swell. But all too many of these people were held in the 
ghettos of the institution. The overwhelming mass of persons needing 
help were unable to get it. 

In the mid 1950's, a determined and dedicated research and de- 
velopment team made the tranquilizer available for treatment. Thou- 
sands of persons found the means of coping with the disturbance of 
the mind. Let no one depreciate the impact of this form of pharma- 
cology, The change with this approach was dramatic. 

However, much of the gain was lost when the patient went home 
to face the sad reality that his own community was unable to under- 
stand what had happened to him. The need of education for an entire 
society was made apparent. 
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In a single decade we have moved from the hospital as the sole 
point of treatment to a new concept in which the mental hospital is 
just one essential link in a versatile complex of community based 
mental health services. We stand today on the threshold of a fantas- 
tio revelation of the mentally disturbed and the mentally retarded. 
Whether we accomplish this revelation in fact or not, rests with a 
surprising degree in people like yourself. The trend of present day 

and future mental health programs is toward preventive action in the 
community. 

To be a community program, the community must be involved. 
Recent federal legislation supporting the community approach has con- 
fined community mental health centers to geographical areas with a 
maximum population of 200,000 persons. It is assumed that 200,000 
people is the maximum number of people that should be served by a 
comprehensive program whether it be four city blocks or four counties. 

A comprehensive mental health center would include five ser- 
vices: m-patient, out-patient, emergency, education, and consulta- 
lon. These five services need not be under one roof. In fact they 
may very well te miles apart. In most areas, particularly in a state 
such as Kentucky, a collective affiliation of these services is the 
only possible way to provide them. Special services such as rehabil- 
itation, research, and training are needed for affiliated programs. 
These semces would also affiliate and communicate with multiple 
other health services in the community. 

In-patient facilities frequently are not available to a patient in 
his community when the primary diagnosis is psychiatric illness. We 
must, through every means possible , prepare a program for in-patient 
services that will utilize a nearby community agency. 

_ Many people do not need 24 hour care. In the local setting 12 

thiT Is possible or overnight, or day care . But 

this cannot be done when home is 100 miles away from the only psy- 

chiafric hospital facility. Transportation problems are too complex 
Local agencies working together can educate and provide assistance 
in developing a therapeutic community for their own people. We need 

tif ® mental health workers to support 

the highly trained professionals. We need to train and use physi- 

c ans, psychologists, nurses, and social workers as catalyst in lea- 
dership for a great number of lesser trained persons. 
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The chances of keeping the mentally ill patient in society are 
relative to the means available to accomplish it. To this end the 
community health centers are utilizing the housewife, the senior col- 
lege graduate, and even the school drop-out as resources. 

Family therapy, treatment in the neighborhood, treatment in the 
home, utilizing teams of people is a coming thing in many community 
programs. The development of a community alcohol program, youth 
service bureaus , and total social service programs revolving around 
community information and referral programs are very much indicated 
in the future. 

We know that comprehensive community care programs must be 
provided to the patients if we are to bring them quickly back to ample 
social membership. But, we also know that the staff providing these 
services must themselves be comprehensive in their approach. In 
shorty we must have a team approach, an interdisciplinary approach, 
a willingness to utilize collectively the knowledge and skills and in- 
terest all of our people working in the mental health and mental retar- 
dation area . 



A fundamental trend in treatment in the community is the home 
visit. This requires interaction with other agencies such as public 
health, child guidance centers, school counselors, public assistance 
workers, juvenile court, police, etc. The family visitation team can 
cross refer or be used for referral to prevent hopeless duplication of 
effort and to provide a full range of social and health services. Cen- 
tralized information, referral and screening services must be devel- 
oped as a nerve center for the entire community. Consultations can 
be provided through a staff of professionals, but many laymen are much 
more effective in educating their peers. We must develop programs to 
utilize their skill. 

In effect, this new program does not ignore or reject the con- 
cept of mental hospitals or hospitalization for mental illness or men- 
tal retardation. It does mean that it is a more selective process. 

The mental hospital will have the opportunity to concentrate on the 
things for which it was designed — treatment of acutely ill patients. 
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UTILIZING MENTAL HEALTH 
CONCEPTS IN THE GENERAL HOSPITAL SETTING 

Virginia Kilander 

(Abstract) 



We have all heard that mental health is the nation's Number One 
health problem and that our greatest hope for reducing the magnitude of 
this problem is through education on a broad scale. There are many 
handicaps to overcome in mental health education since we as a peo- 
ple generally reject mencal illness and individuals who have problems 
which have a known emotional basis. Time and again we have been 
told that emotional factors and not physical causes account for at 
least fifty per cent of the visits that patients make to their doctors. 
This kind of information helps us realize the significance of including 
understandings and skills related to mental health in the educational 
programs of all those who help other people during stressful periods. 
We in nursing have been somewhat unrealistic in expecting students' 
to automatically transfer their knowledge of psychiatric nursing prin- 
ciples to all other areas of nursing; not all students are able to do 
this. Many fail to recognize the significance of the general hospital 
patient's emotional distress and reject the patient because they can- 
not cope with the problems he presents . 

Recognition that during illness people have increased anxiety 
which is brought about by the stress of illness and concern about its 
outcome is the first step for the health professional; acquiring the 
skills to help the patient live with the stress until it is relieved is 
the second step. These understandings and skills are basic to all of 
nursing and provide the background for dealing with the more pro- 
foundly immobilizing problems of the psychotic patient. 

The core of psychiatric nursing is the nurse-patient relation- 
ship, this relationship will be therapeutic when the nurse develops 
skill in recognizing why the patient feels, thinks, and behaves as he 
does and acquires skill in recognizing why she reacts toward the 
patient as she does. If a relationship is to become therapeutic, the 
nurse must see the patient as a unique , important human being and 
accept the concept that all human behavior has meaning and is a 
response to a need which the patient has. As she learns to know 
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him, she develops some understanding of his emotional responses and 
the meaning of his behavior. This makes it possible for her to iden- 
tify his emotional needs and be helpful to him. Basic human needs of 
warmth, love, and self-respect are satisfied through interactions with 
other people. Nursing offers many opportunities for close interactions 
with patients; the interpersonal relationship is characteristic of all 
nursing activities whether they are short-term or long. 

By studying the interaction which takes place between nurse and 
patient we are often able to get clues which help us to understand and 
plan care for the patient. As students record their interaction they 
often see things about themselves and about their patients which they 
failed to recognize at the time they were interacting. 

Basic understandings and skills of communication and counsel- 
ing are utilized in everyday contacts with patients. Focusing on the 
patient, learning to listen, being emotionally honest with oneself, 
and recognizing meaning in verbal and nonverbal communication are 
all significant in studying nurse-patient interaction. 

As students are encouraged to identify how they feel in relation 
to nursing situations, they learn how their feelings and behavior in- 
fluence patients. There are sometimes strong feelings associated 
With aspects of growth and development, maternal and child care, and 
the suitability of pain and discomfort. Nursing situations which cre- 
ate strong feelings should be discussed permissively and problem 
solving methods utilized to resolve the difficulties associated with 
them. Aspects of anxiety, authoritarianism, dependence, and hostil- 
ity should be explored when they occur in the nurse-patient relation- 
ship and attention directed towards appropriate^ methods of handling 
them. 
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MENTAL HEALTH CONCEPTS 
Tressa Roche 



The general purpose of this workshop is to integrate mental 
health concepts into the practical nurse curriculum. The purpose of 
this session is to discuss mental health concepts. Specifically, what 
are mental health concepts? At the risk of repeating what you have 
already heard and already know, I must break it down further and ask, 
"What does mental health mean?" and "What is a concept?" 

Mental health generally means soundness of mind. An individ- 
ual is said to be mentally healthy when his mind can resolve conflicts 
and adjust to stress, in such a manner that his behavior is considered 
"normal". However, there is no sharp line between normal and abnor- 
mal behavior and it is not safe to use terms in talking about people, 
or to classify them according to a pattern. What one individual con- 
siders good or right or normal behavior may mean something quite dif- 
ferent to another person. Our own standards of behavior may merely 
reflect limited experience. 

A concept is something conceived in the mind, i.e. , a thought 
or a notion; it is an abstract idea which has been generalized from 
particular instances. For example, we say that things are warm or 
cold; good or bad; simple or complex. We are dependent for our un- 
derstanding of ourselves, other persons, or events in the world on 
these concepts we use to organize our thoughts. How, for example, 
would a person explain his own and other's behavior without the con- 
cept of love and hate ? Think how much behavior would simply puzzle 
or confuse him, or perhaps, just go by without really being perceived 
at all, for lack of this one concept. 

Therefore, we refer to mental health concepts on the basic as- 
sumption, that to help people, one must know them, and to know 
. them., one must be able to understand why they behave as they do. 
Right here is one of the difficult problems — why we behave as we do 
and have certain attitudes rather than others — is a complicated 
question. 

Dr. Dill indicated the two major factors in personality develop- 
ment were the individual's biological inheritance and the experiences 
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which one acquires throughout one's life. Another way of saying it is 
that all behavior has meaning and is a result of specific antecedent 
events. Therefore, it is important for the nurse to recognize that the 
behavibr of the patient is related to and affected by his family backt- i 
ground and his life experiences. This is as true of the mentally ill per- 
son as it 'is of the .well person. 



Now, I would like to make another point arising from personal ex- 
periences which have a bearing upon the nurses' role in helping patients 
gain realistic and attainable health goals. I refer to my experiences in 
an "Out-Reaching Clinic in Appalachia , " The mental health concept 
that is useful in all nursing practice — that a patient is a human being 
who needs to be respected as a person, regardless of his behavior — 
was clearly indicated in this area. 

The Cumberland Plateau has aroused much national interest as 
one of the most severely depressed regions in the United States, The 
people have been described as listless, unfriendly, suspicious and 
defeated. As a "brought-on person" I did not find this to be an en- 
tirely accurate picture. The people of Appalachia had become accus- 
tomed to poverty and isolation. Now with outside economic and social 
forces being brought in to play, the people are not prepared to change 
their ways. 

The point I am making here is that a professional working in this 
area needs a highly developed respect for sensitivity to the needs of 
these people if she is to conduct her relations with them in a manner 
which contributes to their dignity and self-worth and feeling of conse- 
quence instead of being on the receiving end of directions, orders, 
prescriptions and other hand-outs. 

From a historical viewpoint, Frued's fundamental studies on the 
ego and the mechanisms of defense constituted the beginning of the 
development of the ego psychology. Probably there is some primary 
process in the business of getting psychotic which involves defeat of 
the ego, which involves some sense of frustration and inability to 
cope with things as one would like. It's enormously increased by the 
attitude taken by the family, the public, other persons — an attitude 
which degrades the psychotic in his own eyes as in the eyes of others. 
One way of putting it is the patient's feeling of personal helplessness, 
a kind of self -distrust. 
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One of the nurse's primary tasks is to evoke some kind of self- 
effort in the patient, some kind of self-trust in the patient. The 
patient has potential for growth toward health. The nurse realizes 
there are times when it is necessary to support the patient's depen- 
dence and is aware that a patient will not move toward greater indepen- 
dence until some of his dependence needs are met. 

Another concept is the patient's communication, both verbal and 
nonverbal, is rational when it is understood. A person's response to 
you may have very little to do with you as a person — he may be angry, 
rude, or indifferent — and this behavior may be only a reflection of 
other worry. He is responding to some unmet need or fear in the only 
way he knows how. Observations of the nurse should be directed to- 
ward understanding the patient's needs. Each person is different from 
every other person even when there are striking likenesses, a dozen 
patients may all feel differently about the same disability, and act 
differently under the same circumstances. An individual may come to 
depend upon hostility, dependence, or withdrawal as a method for 
handling difficult situations. We can all recall an unpleasant or pain- 
ful experience. People have different means of meeting these experi- 
ences; some of us might use denial by not admitting that it exists, or 
perhaps by making it seem like another person's fault. In the lattar, 
one thus feels inclined to attribute one's difficulties to the outside 

influences of the "they" — , not only just the paranoid patients but 
many others also. 

People want very much to control their own lives and would 
usually rather do things for themselves than be helped do them. Most 
people particularly dislike to have matters taken out of their hands 
and decided or done for them. Advice is seldom taken unless asked 
for, and even when reguested is not always wanted. When the patient 
is unable to do so, the nurse helps him to set appropriate limits or, if 
necessary, sets these limits for him. 



Which reminds me of an experience one of my nurses had re- 
cently. The nurses had just departed from an Inservice Education 
Session where the psychologist had been discussing behavior shaping. 
He had told the nurses that patients are likely to respoiid in a manner 
in which they are approached. He had suggested that if we didn’t 
accept this "crazy talk" and told the patients so consistently he be- 
lieved they would cease this talk. Well, Connie took him literally. 
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and as they were walking down the corridor a hallucinating patient 
approached thenio Connie turned to her and spoke sharply, "Who are 
you talking to? There's no one with you, " The patient replied, "I'm 
talking to myself, because I want to," 

The point I'm making is that sometimes the patient must have the 
right to be as sick as he needs to be, to express his negative as well 
as his positive feelings, and be assured of support in working toward 
self-generated behavior at his own pace. 

In closing, I should like to say that all people have similar 
basic needs and desires -- such as the need for love and security -- 
the desire to be adeguate, to achieve, to be recognized. Everyone 
wants to feel unique, but not isolated. Some of these ideas are more 
or less alligned with psychiatry, but in essence they have to do with 
understanding people. According to some of the foregoing mental 
health concepts, the basic nursing principle is to restore, cultivate, 
evoke, otherwise set in motion some kind of self-regarding trust, 
self-regarding respect and self- genera ted behavior, other than merely 
fitting to the circumstances imposed by others. 

Two Major Characteristics of any Group; • 

1* Group Maintenance — Interpersonal and ertiotional aspects. 
Activities which contribute to the building of group centered 
attitudes or group centered behavior . 



2 . Group Task Functions — Activities that contribute to getting 
work done, solving the problem, reaching the goal , activi- 
ties related to the purpose for which the group exists. 

Group Maintenance Roles: 

Encouraging: 



Expression: 
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Being friendly, warm and responsive to 
others; regarding others by giving them 
an opportunity or recognition. 

Verbalizing group feeling, sensing feel- 
ing, mood, relationship within the 
group, sharing his own. 
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Harmonizer; 



Compromiser: 



Gate Keeper; 



Standard Setter; 



Task Function Roles; 
Initiator or Provocator; 



Attempting to reconcile disagreements , 
reducing tension, getting people to ex- 
plore their differences. 

His own idea of status is involved in a 
conflict, offering to compromise his own 
position, admitting error, disciplining 
self to maintain group cohesion. 

Attempting to keep communication chan- 
nels open, facilitating the participation 
of others, suggesting procedures for 
sharing opportunity to discuss group 
problems . 

Expressing standards for group to 
achieve — applying standards in eval- 
uating group functioning and production . 



Proposing tasks or goals, defining a 
group problem, suggesting a procedure 
of ideas for solving a problem. 



Information or Opinion Seeker; Requesting facts, seeking relevant in- 
formation about group concern, asking 
for suggestions and ideas. 

Information or Opinion Giver; Offering facts, providing relevant infor- 
mation about a group concern, asking 
for suggestions and ideas. 

Clarifier or Elaborator; Interpreting or reflecting ideas and sug- 

gestions, clearing up confusion, indi- 
cating alternatives and issues before 
the group, giving examples. 

Summarizer; Pulling together, related ideas, restat- 

ing suggestions after group had discus- 
sed them, offering a decision or con- 
clusion for the group to accept or reject. 
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Consensus Tester; Sending up trial balloons to see if group 

is nearing a conclusion, checking with 
group to see how much agreement has 
been reached . 
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"COMMUNICATING" 
Linda L, Hays 



The dictionary defines communicating as "an act or instance of 
transmitting; a verbal or written message; an exchange of information; 
a process by which meanings are exchanged between individuals 
through a common system of symbols; a technique for expressing ideas 
effectively in speech or writing or through the arts . " 

In my remarks today, I would like to consider with you the part 
of the definition that pertains to the process by which meanings are 
exchanged between individuals. Cooley^ has called the process of 
communication "the mechanism through which human relations extend 
and develop — all symbols of the mind, together with the means of 
conveying them through space and preserving them in time. " Gestures, 
sound, pictures, words, signs — and actions too — are the basic 
means we have for passing along our ideas, feelings, imaginations, 
and intentions from one person to another and from one generation to 
another . 

Too frequently we tend to think of communication as a process of 
one person sending information to another individual or group. We as- 
sume that if the second person is given facts correctly he is supposed 
to act accordingly. If he does not act in such a manner, we make the 
assumption that he is resisting the message. This type of model of 
the communication process fails to recognize the growing body of mo- 
tivational research concerning man's behavior and that communication 
is linked to personal needs, concerns, expectations, and intentions. 
These undercurrents of need and purpose are constantly present, shap- 
ing both the behavior of the communicator and the person with whom 
he is seeking to communicate . 

In this discussion about some of the highlights of communica- 
tion, let us first consider this from the standpoint of the communicator 
and then second, from the standpoint of the person with whom he is 
communicating. I am sure you will agree with me that this is an 



Cooley, Charles H. The Significance of Communication. 
Glencoe, Illinois: The Free Press, 1950, p. 145. 
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artificial organization of the process, for one cannot discuss either of 
these roles without considering them in relation to the other. 

The first communication we make with other persons in this world 
is through non-verbal gestures — soft, warm pressures, facial expres- 
sion, cooings, and gurglings. Is it any wonder then that non-verbal 
means of expression remain with us even after we have learned adult 
ways? Is it any wonder that other persons may find these signs, 
which may be still given unconsciously later in life, more realistic in 
judging intentions than the words or expressions we constantly employe? 

One of the greatest difficulties in communicating across the 
boundaries of social and professional groups lies in the fact that we 
tend to perceive others as having the same personal needs, desires 
and purposes that we have= In many ways, you as a professional are 
better able to communicate effectively over language and cultural bar- 
riers with your professional friends than you are able to communicate 
effectively with members of your social group. In making a choice as 
to the most effective means of communicating with others , we must 
think in terms of the purpose. 

The communicator is a unique individual with unique motives, 
beliefs, and attitudes which are related to his way of life and to the 
opportunities for experience that way of life provides. These motives, 
beliefs, and attitudes influence his selection of ideas to communicate 
and the emphasis he gives to his facts. He selects interpretations 
that have personal meaning and which he believes will have meaning 
for others. 

In making choices as to the most effective means of communicat- 
ing with each other, we are also governed primarily by purpose. This 
applies whether we think in terms of interpersonal communications or 
intergroup communications. If there is a single generalization that 
can be drawn from thousands of studies mads to compare the relative 
effectiveness of different kinds of media, I believe it can be summed 
up in three words: effective for what? It does not make good sense 
to talk about effectiveness of media without considering both purpose 
and the nature of the existing physical and social conditions. 

My second major point, then is that the behavior of the commun- 
icant in any communication process is motivated. The needs, values, 
and purposes that he has acquired through experience, his psycholo- 
gical set, and his expectations with respect to the communicator are 
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of iMTimary significance in influencing the meaning the information will 
have for him and the way it becomes integrated into his pattern of 
knowledge, belief and action. 

Each of us charts his course through the world by means of his 
perceptions. You may be thinking that words are different from percep- 
tions — what has perception to do with verbal communication? Words 
are perceptions. The meanings we associate with words are the mean- 
ings that help us most to act successfully in achieving the purposes of 
daily living. 

Let us now turn our attention to some of the characteristics of 
all organizations which create communication problems. What is it 
about organizations that seems to make communication especially dif- 
ficult? An organization may be considered a system of over-lapping 
and interdependent groups. These groups can be departments located 
on the same floor of a building, or they can be agencies scattered over 
the face of the earth. Other things being equal, people will communi- 
cate most frequently to those geographically closest to them, even 
within a relatively small institution. 

It is also characteristic of organizations that persons are struc- 
tured into different systems of relationships. A work structure exists: 
certain persons are expected to perform certain tasks together with 
other persons. An authority structure exists: some people have re- 
sponsibility for directing the activities of others. The status struc- 
ture determines which persons have what rights and privileges. The 
prestige structure permits . certain persons to expect deferential behav- 
ior from others. The friendship structure is based on feelings of inter- 
personal trust. 

A few principles from recent research show the following: 

1 . In the pursuit of their work goals, people have forces acting 
upon them to communicate with those who will help them 
achieve their aims, and forces against communicating with 
those who will not assist, or who may retard their accom- 
plishment. 

2. People have powerful forces acting upon them to direct their 
communication toward those who can make them feel more 
secure and gratify their needs, and away from those who 
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threaten them, make them feel anxious, and generally provide 
unrewarding experiences. 

3. Persons in an organization are always communicating as if 
they were trying to improve their position. 

Recent research also has something to tell us about the conse- 
quences that communication will have when various conditions exist 
within an organization. 

1 . The effect of any particular communication will depend largely 
upon the prior feelings and attitudes that the parties con- 
cerned have towards one another. 

2 . The effect of any particular communication will depend upon 
the pre-existing expectations and motives of the communicat- 
ing persons. 

3. The effect of a superior's communication with a subordinate 
will depend upon the relationship between them, and how ade- 
quately this relationship satisfies the subordinate's needs. 

4. The effect of a superior's communication with a subordinate 
will depend upon the amount of support the subordinate re- 
ceives from membership in a group of peers. 

To summarize what has been said or implied, I should like to 
point to four problems which people in organizations must solve in 
order to overcome barriers to communication. 

First there is the problem of trust or lack of trust. Communica- 
tion flows along friendship channels. 

Second there is the problem of creating interdependence among 
persons — common goals and agreement about means for achieving 
them. 



The third problem is inseparable from the two just mentioned. 
This is the problem of distributing rewards fairly so that people's 
needs are being met, and so that they are motivated to contribute to 
the over-all objectives of the organization. 
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Finally, there Is the exceedingly Important problem of under- 
standing and coming to common agreement about the social structure 
of the organization. 
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MENTAL RETARDATION 
Bessie McCord 



Mental Retardation is one of the most important social and medi- 
cal problems in the world today. About three per cent of the population 
are considered to be retarded or 5.4 million people. Of the 4.2 million 
children born each year, 126,000 are, or will be, classed as mentally 
retarded. There are an estimated 38,300 retarded children or individ- 
uals under 21 in Kentucky. Using the figure of three per cent of the 
population as being retarded, this means that there are roughly 91 ,000 
retarded persons in Kentucky. 

There are many methods of explaining and defining Mental Retar- 
dation, but perhaps the definition of the A. A. M. D. offers one of the 
simplest yet explicit definitions. The A. A. M. D. definition states 
that Mental Retardation refers to subaverage general intellectual func- 
tion which originates during the developmental period and is associated 
with impairment in adaptive behavior , Let us examine this definition a 
little more completely. When we speak of subaverage general intellec- 
tual functioning, we are referring primarily to the fact that the child 
has a great deal of difficulty in following the expected learning pattern 
of the normal child. In many instances learning is practically nil. 

DEVELOPMENTAL PERIOD cannot be precisely specified, but for 
practical purposes this period is regarded to be to the age of sixteen. 

ADAPTIVE BEHAVIOR refers to one's ability to meet the social and 
natural demands of his environment. 

IMPAIRED ADAPTIVE BEHAVIOR may be reflected in (1) maturation, 
(2) learning, and/or, (3) social adjustment. 

The degrees of retardation vary greatly among individuals. It 
may be so severe that the person must have protective care throughout 
his life. In others, the retardation is so mild that many tasks can be 
learned and a measure of independence in everyday life can be 
achieved. As with definition there is no fully satisfactory way of 
characterizing the degrees of retardation. They range, according to 
one classification, from mild to profound, and are related to intelli- 
gence quotient (IQ) as follows: Mild 53-68; Moderate 36-52; Severe 
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20-35; Profound - below 20. 

Another classification used in relation to educational programs 
makes use of a three-way division: Educable - about 50-75; Trainable 
about 25-50; Custodial - below 25. You will note that these classifi- 
cations disregard the old classification of "idiot", "imbecile" and 
"moron" . 

Other classifications group the retarded in somewhat different 
ways and make use of other terminology. All of them recognize grad- 
uation of Mental Retardation, although the exact boundary lines vary. 
Regardless of the particular classification used, it should be under- 
stood that seldom, if ever, is IQ the only determining factor in Mental 
Retardation. Other factors that affect intellectual competency are 
social adaptability, emotional control and mental age. 

The discussion today will be limited to the medical aspects of 
Mental Retardation as it would be impossible in the time allotted to 
fully explore the physiological and educational classifications. It 
should be recognized, however, that in a classification, based on eti- 
ology, there is no consistent degree of Mental Retardation. An indi- 
vidual with a particular etiology may fall into any specific degree of 
retardation . 

It should be recognized that M. R. is not a syndrome in itself, 
but is a symptom of some other disease process. M. R. is due to only 
two basic causes. The first cause is the lack of formation of adequate 
normal brain tissue, due to any etilogy. The second is damage or 
destruction of existing brain tissue so extensive that the person can- 
not function normally. 

To illustrate the great studies made in recent years in the area 
of Mental Retardation, in 1954 there were seventy known causes of 
Mental Retardation. Today, over .200 causes are known. The first of 
these is Mental Retardation due to infections . This includes the in- 
fections that may occur in the prenatal period, manifesting themselves 
in the mother and in the infections postnatally, manifesting themselves 
in the child . Some of the signs and symptoms vary with the different 
infections, the final result is the same and the brain damage is similar. 
The infection , eaches the Central Nervous System, producing an 
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inflammatory reaction which destroys certain tissues, primarily cortical 
which is vital to the normal function and development of the person. 

One of the most frequent causes of prenatal infections which re- 
sults in mental retardation are the viruses. The infection in the mother 
may be very mild, but disastrous for the child. 

Prenatal Rubella, or German measles is one of the most frequent 
causes of mental retardation in the child particularly if the infection 
occurs in the first trimester. The principal conditions occurring are 
varying degrees of hearing and visual handicaps, cardiac abnormalities 
and mental retardation. If this infection occurs later in pregnancy ab- 
normalities seldom occur. Other diseases which may produce mental 
retardation prenatally are mumps and, Asiatic flu. 

Infections occurring in and around the brain after birth may pro- 
duce mental retardation. These may be meningococci or tuberculous 
bacillus. 

Mental Retardation Associated with Diseases and Conditions Due to 
Intoxication: 



1 . Toxemia of pregnancy 

2. Lead poisoning 

Lead poisoning is often a result in those children who have an 
abnormal craving for non-nutritious or even harmful substances such as 
clay, plaster, ashes and charcoal. In a study in New York over thirty 
per cent of the children with pica had lead poisoning. Children most 
commonly affected are those in the age range from eighteen months to 
four years, as children of this age will chew and swallow almost any- 
thing. Lead poisoning was almost completely ignored until the 1930's. 
Children died from lead poisoning which was often diagnosed as intes- 
tional disorders. The recognition of possible lead poisoning and 
awareness that pica may be associated with lead poisoning, is demon- 
strated by lack of appetite, listlessness, increased irritability, ab- 
dominal pain, vomiting, convulsions or unexplained unconsciousness. 
A simple screening test can be employed. This test consists of adding 
a few drops of acetic acid, hydrogen peroxide and ether to the urine. 

If lead is present a cherry red color appears. Lead poisoning can also 



o 

ERIC 



- 45 - 



Appendix C 



be confirmed by the presence of abnormal blue spots in the red blood 
cells and by abnormal density of the ends of the bones as seen by x^ 
ray. Special tests are also used which show abnormal concentration 
of lead in the blood and urine. 

Intoxication from arsenic, salicylates and other chemicals 
usually results in death or complete recovery, but lead poisoning is far 
more likely to do permanent damage , 

Mental Retardation Associated with Diseases and Conditions Due to 
Trauma or Physical Agent: 

1 , Encephalopathy due to prenatal injury 

2 , Encephalopathy due to mechanical injury at birth 

3. Encephalopathy due to anoxia at birth 

4, Encephalopathy due to postnatal injury 

Mental Retardation Associated with Diseases and Conditions Due to 
Disorder of Metabolism. Growth or Nutrition: 

There are a number of conditions that are classified under this 
category, the most widely known is Phenylketonuria, PKU is a heredi- 
tary disease, which usually causes mental retardation unless detected 
and treated early. 

The defective gene is inherited by a "recessive trait" which 
means both parents must carry the gene , even though both appear nor- 
mal. 



When one child in a family has PKU, other children may also be 
born with the disease. The incidence is one in every 10,000 children. 
Approximately one in every 100 patients in institutions are PKU, 

Children may appear normal at birth, but they lack an enzyme 
which is needed to convert phenylalanine (amino acid in protein foods) 
into a form to be utilized by the body. Phenylalanine hydroxylace y 
melanin. 
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After Ipirth when a baby takes milk, either breast or cow's milk, 
phenylalanine and its by-products begin to accumulate in his body pro- 
ducing phenylpyruoic acid which produces brain damage. 

Detection of PKU is done by two methods: 

1. Urine test — phenistix is placed in the diaper. Test cannot 
be done until by-products of phenylalanine appear in urine six 
to eight weeks. 

2. Guthrie test -- few drops of blood from baby's heel placed on 
filter paper. Done in four to five days after birth. Important 
advantage, may be done before the baby leaves the hospital. 

Children with PKU need a special diet. The food used should 
contain little phenylalanine but provide enough protein for normal 
growth. Lofenala is a powdered synthetic food low in phenylalanine. 
The doctor will determine the number of milligrams of phenylalanine 
needed in a child's diet. Initially the diet consists of six daily feed- 
ings. 



The goal of the diet is to maintain the phenylalanine blood level 
around two milligrams per 100 milliliters of blood. 



Another condition is Gargoylism (Hurler's Disease) which is pro- 
bably the most widely studied carbohydrate metabolic error. The con- 
dition is due to an autosomal recessive genetic trait, which may be 
sex linked or sporadic in occurrence. It is caused by an error in con- 
nective tissue micropolysaccharide metabolism. Almost every tissue 
of the body is involved in this abnormality. 

The child usually appears normal at birth. Symptoms begin to 
appear from shortly after birth up to five or six years. The patient may 
show any or all of the following symptoms (1) cardiac abnormalities, 

(2) short stature (3) flexion contracture involving the upper extremities, 
(4) enlarged abdomen, (5) short lobster-like fingers, (6) peg teeth, 

(7) thick, coarse, dry hair, (8) shortened neck, (9) thick, heavy eye- 
brows, (10) thick lips. The patient deteriorates progressively until 
death. There is no known treatment available at this time. However, 
extensive work is being done in many areas, particularly at the Uni- 
versity of Florida . 
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Mental Retardation Associated with Diseases and Conditions Due to 
New Growths g 

Tuberous sclerosis is a condition characterized by sebaceous 
adenoma of the face, mental retardation and seizure activity o This is 
a genetically determined condition. All tissue are involved with tumors 
found not only on the face but also throughout most tissues of the body. 

Another condition listed in this classification is Sturge-Weber 
Syndrome o This condition is probably genetically transmitted, a triso- 
my of the 13-15 chromosomal group has been reported. There is a ca- 
pillary involvement of the face or the port-wine stain. Patients have 
seizure activity which is very difficult to control, visual disturbances 
are also common . 

Mental Retardation Associated with Diseases and Conditions Due to 
(Unknown) Prenatal Influence; 

Some of these conditions are Hydrocephalus, Hypertelorism 
(Greig's Disease) and Microcephaly . 

Hydrocephalus — There are four cavities in the brain called 
ventricles, CSF is a clear, colorless fluid produced by a vascular 
process formed from the lining of the ventricles. It flows through the 
cavities to emerge from the fourth ventricle, goes into the subarach- 
noid space, over surface of the brain, finally to be absorbed through 
the dural venous sinuses. (100 ml, spinal fluid produced in a day.) 

The brain and spinal cord float in this fluid v/hich acts as a 
shock absorber and supplies nutrients to the brain. 

Normally there is a delicate balance between the rate of forma- 
tion and of absorption of CSF . The entire volume is absorbed and re- 
placed once every 12 to 14 hours. 

Excess CSF due to; 

1, Excessive production 

2 , Impaired absorption 

3 , Obstruction of the discharge pathways 
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TWO TYPES OF HYDROCEPHALUS: 

1 . Obstructive Type: Block of normal flow of CSF somewhere In 
the ventricular system. Produces an accumulation of fluid 
within the system and increased pressure with dilation of the 
ventricles. 

Communicating : Free flow of CSF within the ventricular sys- 
tem to the subarachnoid pathways over the spinal cord and 
surface of the brain. Defeat here is in reabsorption. 

2. Secondary to a meningitis which obliterates the subarachnoid 
spaces. 

Common causes of hydrocephalus : 

A. Congenital origin 

1 . Disturbances in the development of the aqueduct 
2 . Defective germ plasma 
3o Vitamin deficiencies 

B. Infectious origin 
Congenital infections 

Hypertelorism is a term used to refer to a wide separation of 
the eyes. The cause is often an over growth of the lesser wings of 
the sphenoid, with an undergrowth of the greater wings of the sphen- 
oid, Patients may be normal, near normal or severly retarded . The 
cause of the retardation is unknown . 

Microcephaly refers to a condition in which there is usually a 
small or imperfectly developed head, presupposing a reduction in 
volume of the brain. It has been estimated that the genetic incidence 
is 1:25,000 to 1:50,000 in the general population. 

It may be found in syndromes associated with congenital toxo- 
plasmosis; in offspring of mothers infected with rubella during first 
trimester. 
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The most frequent and consistent findings are reduction in head 
size and mental retardation. Other clinical findings accompanying 
microcephaly are extremely variable and depend upon severity of the 
pathologic process and causitive agent. 

There is no specific treatment. Management consists of treating 
the symptoms and habilitation . 

Mental Retardation May be Due to Chromosomal Causes. 

The most, common anomaly in this classification is Down's Syn- 
drome. Mongolism is one of the more common chromosomal anomalies 
and occurs in about one of every six hundred live births. About ninety 
per cent are instances of the trisomy 21 variant. 

Cne important consideration is the fact that mongolism, particu- 
larly in the newborn, cannot be diagnosed unequivocally on purely 
clinical grounds in all instances. 

STANDARD TRISCMY: 1:600 births 

Total chromosome count is 47 instead of 46. This type is rarely 
familial. Usually occurs in children born to older women (35 years or 
older.) Failure of the two chronosomes of pair 21 to separate during 
gametogensis produces an abnormal ova resulting in three chromosomes 
instead of a pair at location 21 on the karotype (classification system). 

TRANSLOCATION: Rare 

Actual chromosome count is 46 (normal) . This type is familial. 
Children usually born to younger parents, one of whom carries the 
15/21 translocation. The carrier has a chromosome count of 45 in- 
stead of 46 but has the same amount of chromosome 21 material as the 
normal. The abnormally large chronosome in pair 15 is the result of 
the translocation of extra chromosome 21 becoming attached to one 
chromosome at 15 location. 

MOSAICISM: Very rare 

Result of an error in division of an early embryonic cell. 

Co-existence in one individual of cells with different chromo- 
some counts. One of the cells of the developing embryo gets an 
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extra chromosome 21 and passes it on to its descendants resulting in 
two cell lines with different chromosome numbers. (Ex.) Cultures of 
skin may show 46 cliromosomes, blood cells 47 chromosomes. 

Mental Retardation Associated With Diseases and Conditions Due to 
Unknown or Uncertain Cause With the Structural Reactions Manifest ; 

Some of the diseases are Krabbe’s, Greenfield's and Schilder's. 

These conditions are characteri 25 ed by encephalopathy associated with 
diffuse schlerosls of the brain. 

Mental Retardation IXie to Uncertain Causes; 

The most widely known type of Mental Retardation in this group 
is the cultural-familial type. This wris once thought to be the princi- 
pal cause of mental retardation. Now it is felt that only a small per- 
centage of all mental retardation is due to this cause. This group 
comprises a large number of borderline and dull normal retarded child- 
ren and makes up the large group that can be rehabilitated. 
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UTILIZATION OF THE PRACTICAL NURSE IN MENTAL HEALTH 

Annie Laurie Crawford 



The LPN is a relatively new recruit to mental health and psychia- 
tric nursing services. Traditionally the non-professional worker in 
psychiatric nursing services has been an untrained or on-the-job 
trained attendant. During the past quarter century titles for many of 
these workers have been changed (psychiatric aide, psychiatric tech- 
nician, psychiatric nurse technician, etc.). Training programs have 
also been established. Few institutions now acknowledge that un- 
trained workers are assigned to care for patients on a continuing ba- 
sis, but there may be a considerable time lag between employment and 
initiation of training. 

If we examine the content of the fundamentals of nursing courses 
included in many institutional on-the-job training programs we find 
that instruction in basic nursing skills, and supervised practice in 
the care of physically ill adult psychiatric patients is quite similar to 
the basic nursing skills and procedures taught practical nurse stu- 
dents, However, these training programs differ markedly from practi- 
cal nurse education in two important aspects. 

First, persons enrolled in the training programs provided by em- 
ploying institutions have not generally sought an education in a cho- 
sen health occupation, but have had as their primary objective getting 
a job which paid them a wage to live by. 

Second, educational and legal authorities do not participate in 
setting standards or examining the achievements of the product of the 
training program (Ark. is an exception) , These factors limit status, 
recognition and promotion to a role within the institution or the state 
in which the training takes place. 

The basic techniques and skills these workers display in nurs- 
ing adult physically ill patients, as suggested previously, often equal 
those of the licensed practical nurse. Their knowledge and skill in 
basic psychiatric nursing certainly should be, and generally is, much 
more extensive than that of the licensed practical nurse. Why then 
should administrators of mental health programs, licensed practical 
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nurses, and others recommend and support the inclusion of mental 
health and psychiatric nursing instruction in basic practical nurse 
education? — And recommend utilization of licensed practical nurses 
in psychiatric nursing services? These recommendations are documen- 
ted. 



The Joint Commission on Mental Health in their report to Con- 
gress and the Nation in 1961, recommended that licensed practical nur- 
ses assume a more extensive and significant role in state hospital 
nursing services in the future. 

A number of states, "Comprehensive Mental Health Plans" pre- 
pared during 1963-65 recommended that mental health and psychiatric 
nursing instruction be included in practical nurse education, and that 
additional licensed practical nurses by employed in psychiatric nurs- 
ing services. 

The Washington State Division of Mental Health, the State De- 
partment of Vocational Education, and the Skagit Valley College began 
joint sponsorship of a twelve week course in psychiatric nursing for 
licensed practical nurses in 1965 . The course is designed to meet the 
current need for more comprehensive care to institutionalized patients, 
and to meet future needs for community mental health workers. By 
spring, 1967, sixty-five licensed practical nurses had completed this 
course. 

A limited inquiry by the Southern Regional Education Board in 
1965 disclosed that a number of State, Federal, and private psychia- 
tric hospitals and most of the general hospitals having psychiatric 
units in the Southeast employ licensed practical nurses, and would 
omploy more if available . 

The salaries offered licensed practical nurses in state psychia- 
tric hospitals in the Southeast, at the time of the survey, ranged from 
a minimum of $15 to a maximum of $63 above that of the attendant or 
aide. One state hospital administrator reported that the salary offered 
there exceeded that in local general hospitals by about $40 per month. 
Many of the States' Civil Service or Merit System job specifications 
for State Psychiatric Hospitals include licensed practical nurses in the 
nursing service series. 

Webster has defined utilization as, "making use of, or getting 
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profit or benefit from using". What are some of the benefits to be ex- 
pected from the work of practice l^nurses in mental health and psychia- 
tric nursing? What steps do ^ need to take to assure that all poten- 
tial benefits accrue to worker and service? What influences and ex- 
periences will be most useful in determining the steps to be taken? 

For nearly two centuries the care and custody of mentally ill 
patients took place in profound geographic and professional isolation. 
During the past quarter century and especially during the past decade 
efforts to integrate health services for emotionally disturbed and men- 
tally ill patients into the mainstream of health programs have increased 
dramatically. The Community Mental Health Centers now being estab- 
lished throughout the U. S. represent an enormous investment in a re- 
design of facilities and procedures for delivery of mental health and 
psychiatric care. If this. movement is to succeed in its mission a re- 
d esign of a ttitudes , beliefs and skills of the workers is also essential. 

Dr. N. R, E. Fendall, a member of an expert panel of the World 
Health Organization, and a former member of a panel on training of 
auxiliaries (a title he prefers to sub or non-professional) defines the 
"auxiliary" worker as a helper who has a technical education limited 
in breadth, depth, and time — "training for a specifically defined area 
of work and level of competency," He describes auxiliary workers as 
jingle-purpose , multi-purpose . and all-purpose . He is convinced 
that single -purpose workers "have limited usefulness and are difficult 
to absorb into general health services when specific programs end," 

Dr. Fendall's experiences and observations can be quite useful 
in understanding where we now are, and in assessing the work neces- 
sary to expedite the change from isolated institutional care to commu- 
nity health service for emotionally disturbed and mentally ill patients. 
We can capitalize on the widespread interest, and make economical 
use of the human and educational resources we have available by ex- 
panding and improving programs which promote acquisition of the new 
knowledge and skill which workers require to do the job. 

Auxiliary workers, (aides and attendants) in mental health and 
psychiatric services, long used to the isolation of a single-purpose 
program (custody of a large residue of chronically ill patients residing 
in institutions set geographically and professionally apart from other 
health services) will require re-education to become all-purpose in 
philosophy and practice, to become participating members of an all 
inclusive health team, instead of an authoratative and responsible 
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custodian. Licensed practical nurses, most of whom are now multi- 
purpose workers in general nursing, mu^t acquire the skills and the 
psychiatric know-how to become all-purpose workers. This trend has 
already been established in both groups. 

The number of psychiatric aides and attendants who enroll in 
practical nurse schools is increasing, and a number of state depart- 
ments of mental health now offer these individuals stipends and grants 
to support them during the period of study. Licensed practical nurses 
are enrolling in extension and post-graduate courses, and seeking em- 
ployment where planned inservice training in psychiatric nursing is 
available — programs which are at this time largely supplemental or 
remedial. Should our goal be all-purpose training with the focus fol- 
lowing employment on continuing education to keep abreast of new 
developments? It seems so. 

Dr, Fendall describes the work roles of auxiliary workers as 
assistant (to the professional) or substitute who can handle emergen- 
cies in the absence of„ or until the professional becomes available. 

He believes that the status of the group should be assured through 
protective legislation, specific functions should be delegated, and 
that professionals who supervise them should act as consultants being 
sure not to usurp the functions delegated. He further states that the 
basic education program should prepare for the assistant role? that 
further training should be provided for workers who must function in 
the substitute role; that the first criterion in planning training should 
be a good field analysis of the job to be done; and that schools train- 
ing auxiliaries should, whenever possible, be in a setting where the 
relationship between students in professional schools and those pre- 
paring for a>jxiliary work could begin at the student level. This con- 
tact, he believes, helps each to recognize that he (or she) is not 
working in isolation but is a part of an essential whole (team) , 

I believe Dr, Fendall has rendered a profoundly significant ser- 
vice in his lucid analysis of the work and his description of appro- 
priate training for auxiliary health personnel who comprise so large 
and significant a group of workers. We need all the support and guid- 
ance we can muster as we seek to prepare practical nurses to go to 
work in settingswhich are new to them, and where they may be over- 
whelmed (indeed, as many registered nurses continue to be) by single- 
purpose workers whose knowledge and competence in that singlo pur- 
pose may be relatively unassailable. And we need unusual finesse to 
present students as "all-purpose" role models who inspire these 
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"single -purpose" workers to seek similar training. 



How shall we prepare the practical nurse, which is our task, to 
do effective work and cope with the interaction and interpersonal 
stresses which these adjustments and changes in values provoke? 
This will take patience, imagination, and perseverance — and day- 
by-day practice of some of the mental health concepts you have been 
exploring these past days. If we can do this well, all of the old ti- 
mers will seek remedial and supplementary instruction. The new ones 
will come to the job eguipped with a solid basic preparation. 

The objectives of this workshop, (1) To integrate mental health 
concepts into the practical nurse curriculum and to improve instruction 
in psychiatric nursing, and (2) To acquire knowledge about the newest 
materials and latest techniques and skills in mental health and psy- 
chiatric nursing, — as well as your presence here demonstrate one 
index of the commitment instructors and students are making to fulfill 
the expectations of program directors. As you integrate what you 
learn into your teaching you approach achievement of your goals and 
those of the program directors who wish to utilize the practical nurse 
in mental health work. 

In closing, I want to raise several questions for you to reflect 
upon, and use to guide you in preparing your students for orderly 
transition to all-purpose effective team work. 



Where are the jobs in mental health and psychiatric nursing 

now? 



Where else should there be jobs? Why? 

What is the work role ? 

How well is the LPN from your school prepared to assume the 
work role ? 

Are changes appropriate to your philosophy and educational ob- 
jectives indicated? — And possible? 
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COMMUNITY MENTAL HEALTH 
Elaine Kiviniemi 



The term. Community Mental Health Center is very much in the 
news these days. As Dr. Farabee told you last week, the trends in 
mental health are toward community based programs, for treatment as 
well as prevention. I'd like to talk with you today about community 
mental health programs — what a community mental health center pro- 
gram involves, how the pattern for community mental health centers 
came about, and its relevancy to nursing. 

In 1961, the Joint Commission on Mental Illness and Health re- 
leased a report entitled "Action for Mental Health," which documented 
the nationwide inadequacy and inappropriate ness of services available 
to the mentally ill. 

In February, 1963, President Kennedy sent a Special Message on 
Mental Illness and Mental Retardation to Congress, in which he pro- 
posed a "bold new approach." This bold new approach called for com- 
munity based programs, which would incorporate prevention, treatment, 
and rehabilitation, and which would be planned and implemented by 
the concerted action of local, state and federal levels. 

In October, 1863, Congress followed through by passing the 
Community Mental Health Centers Act (P,L, 89-105) which authorized 
appropriation of $150 million, over a three year period, for construc- 
tion of mental health center facilities. However, a building isn't 
much use without staff, so this bill was amended in 1965 to include 
assistance for initial cost of personnel for new mental health services. 
Thus, with the combination of local, state and federal funds, monies 
became available for new facilities and staff who could co-ordinate 
existing services and fill in the service gaps of the local community. 

What is a community mental health center? It is a co-ordinated 
program of mental health services in a community. As defined by the 
Community Mental Health Act, five elements of service are essential, 
if federal funds are to be allocated. These are: (1) in-patient ser- 
vices; (2) out-patient services; (3) emergency services; (4) partial 
hospitalization and (5) consultation and education. In addition, the 
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Appendix C 

following are eligible for initial staffing support, if they are new ser- 
vices: (6) diagnostic services; (7) rehabilitation services; (8) pre-care 
and after-care services; (9) training and (10) research and evaluation. 
As you can see, provision of these ten elements makes comprehensive 
care a more realistic goal. 

It is not necessary that these services be provided under one 
roof. What is important is that there be a coordinated program so that 
the individual or family needing help can obtain the kind of aid the 
program requires, at the time needed. 

■t' 

To facilitate continuity of care and prevent duplication of effort, 
mechanisms are established to provide free flow of clinical information 
about the patient. In addition, professional staff can continue to treat 
their patient as he moves from one service element to another. 



Let us go back to discuss in more detail the five basic elements 
of service. 

In-Patient Service — As affiliates to community mental health 
centers, many general hospitals are now, for the first time accepting 
patients who have a primary psychiatric diagnosis . Some hospitals 
have admitted such patients in the past, but under the guise of a medi: 
cal diagnosis. For many communities when hospitalization has been 
needed, the only recourse for in-patient service has been the state 
hospital, often a three hour drive away. In addition, many patients 
whose conditions did not require total hospitalization have been sent 
to the state hospital because of the local paucity of mental health ser* 
vices (such as out-patient or partial hospitalization) more appropriate 
I to their needs . 

t 

Studies of the effects of hospitalization have shown that much 
of what we have considered to be "part of the patient's illness" — for 
example, the de socialization of chronic schizophrenics — is^a result 
of "institutionalization." We have found that treating the patient out 
of the context of his family and work environment often causes new 
problems or return of symptomatology when he returns home, and of- 
tentimes, the so-labelled patient is not the sickest family member. 



Not only does hospitalization within the local community alle- 
viate some of these problems, but also reduces the stigma of mental 
illness in the eyes of the public. This is not to say that state hospi- 
tals are not needed or are not a part of community mental health 
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Appendix C 



programs. With community-based mental health programs, the state 
hospital need not be the sole resource, trying to be "all things to all 
people." Instead, more appropriate utilization of state hospital re- 
sources can be developed. 

Out-Patient Services — Though out-patient service is one of the 
more traditional modes of delivery of services, it is by no means ex- 
tensively offered. In addition to more clinics, unique and flexible 
ways of delivering such services are being tried. For example, multi- 
disciplinary teamsare holding weekly clinics in health departments of 
outlying counties. In urban areas, store-front psychiatry has been 
implimented . Close liaison is being established with other service 
groups such as public health and public assistance agencies, general 
practitioners, police and schools. 

In Kentucky's community mental health centers, Information- 
Screening-Referral units are being established to make help-seeking a 
less formitable process, for both patients and professionals. 

Partial Hospitalization — For those children and adults who need 
more intensive therapy or group living experiences not available in 
out-patient services, but do not need to be hospitalized around the 
clock, day care and/or night care programs are being established. 

Not only will this provide a unique treatment modality, with increased 
emphasis on group interaction and strengthening of mechanisms for 
coping with problems in realistic ways, but it will also alleviate some 
of the burden previously placed on in-patient units . 

Emergency Services — By utilizing the in-patient, out-patient 
and partial hospitalization services, 24 hour emergency coverage will 
be available. In many parts of the country, the police and jails have 
been the local resource for emergency care, with the jail serving as 
an interim facility before a trip to the state hospital could be made. 

Consultation and Education — For prevention, early case- 
finding and treatment, consultation and education programs are a vital 
part of a community mental health program. In addition to education 
of the general public, program and case consultation is being made 
available to other agencies and professionals, such as the juvenile 
courts, police, schools, public health nurses, general practitioners, 
and others who must cope first-hand with persons having emotional or 
social problems. 
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Appendix C 

We have discussed the basic framework of community mental 
health programs, Implimentation of these must be adapted to the 
special characteristics and needs of each community. This is the 
progress we are making toward more ably helping patients, families 
and communities meet their needs, when the needs arise, and as dose 
to the situation as possible. 

Obviously, with the expansion of community mental health pro- 
grams, manpower needs have multiplied. This expansion is a result 
not only of increasing numbers of services but also of a changing phil- 
osophy. We are moving away from a purely medical model, with its 
emphasis on the one-to one relationship, to a psycho-social model, 
with its multi-disciplinary approach. 

Consequently nurses are developing new roles, not only within 
in-patient services, but also in each of the other service elements we 
have discussed today. Nurses are becoming more active participants 
in therapeutic and educative roles. 

Much thought is being devoted to further development of the 
roles of non-professional workers — such as licensed practical 
nurses — in community mental health programs. This is evidenced in 
your interest and participation in this workshop. Your ideas will be 
needed and valuable contributions to the development of the mental 
health program in your own community. 
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APPLICATION FOR PARTICIPATION IN THE CLINICAL WORKSHOP IN 
MENTAL HEALTH AND PSYCHIATRIC NURSING FOR INSTRUCTORS 
IN SCHOOLS OF PRACTICAL NURSING 



University of Kentucky 
Lexington, Kentucky 
luly 17.-28, 1967 

Name of Applicant 



Title or Position 



School, Office, or Hospital Address 

(Street) 

Phone . • 

(City) (State) (Zip Code) (Area Code) (Number) 

Kentucky Applicants: Miles from your home to Lexington 

Out-of-State Applicants: Cost of round trip from your home to Lexing- 
ton by commercial transportation 

If necessary, would your state supplement 
your expenses for travel above $100.00? 



Are you now actively engaged in the instruction of practical nurse 
students? Yes No If no, what job are you performing? 

If yes, in what areas? 



Years in present position Total years of education work 



Employment History (Start with present job) 

Title of Highest 

From To Name of Employer Address of Employer Position Held 
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Appendix D 

Academic Background 

Date 

College Attended From To Degree Received WorkjAbove a Degree 



Did your basic nursing program include a psychiatric affiliation? 

Have you had courses in psychiatric nursing beyond your basic nursing 
program? 

Has any of your work experience been in the area of mental health or 
psychiatric nursing? If yes, explain briefly . 



Do you want to receive college credit for this workshop? 

Graduate or Undergraduate 

Were you enrolled at the University of Kentucky last summer or any- 
time during the 1966-67 school year? I f yes, list course 

number . 

Do you wish to make application for a degree at the University of Ken- 
tucky? If yes, what degree? 

Will you want to transfer this credit to another college or university? 
If yes, what college or university? 

Professional Activities: 

Organizations 

Offices held in professional organizations 
Professional or academic honors received 
State briefly your purpose for wanting to attend the workshop. 
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PARTICIPANT-OBSERVER WORK SHEET 



Observations 



Service: _ 
Date; __ 
Name; _ 
Participation 



What I Learned; 



Wavs I will use; 



Questions I have: 
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Appendix D 

PARTICIPANT EVALUATION 
of 

A Clinical Workshop in Mental Health and 
Psychiatric Nursing for Instructors in Schools 
of Practical Nursing 
July 17 - 28, 1967 



Directions: Please indicate your opinion by a check mark In the appro- 
priate column. 



Very Very 

Much Much Little Little 



1 . Did the general sessions help reach 
the purposes of the workshop? 

2. To what extent were the ideas and 
methods discussed helpful to you? 

3. Were the individual projects of con- 
cern and helpful to you? 

4. To what extent was the clinical as- 
signment meaningful to you ? 

5 . Were the field trips helpful In gain- 
ing a better understanding of mental 
health concepts and psychiatric 
nursing ? 

6. To what extent did the members of 
the group help toward the solution of 
your problems ? 

7 . To what extent were bibliographic 
readings used in helping to solve 
problems? 

8 . To what extent do you think this 
workshop will be helpful in im- 
proving your curriculum? 
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9 , To what extent do you feel that this 
workshop has helped you to become 
acquainted with, and to understand 
and appreciate mental health con- 
cepts and psychiatric nursing ? 

10. To what extent do you consider this 
workshop to have been a worthwhile 
experience ? 

Evaluation of Workshop Mechanics 

1 0 Were pre-workshop instructions adequate? 



2. Were accomodations satisfactory? 



3. Was program scheduling effective? 



4. Were workshop hours suitable? 

5 0 Were social functions adequate to meet other participants and pro 
vide sufficient relaxation? 



6. What do you consider the workshops' strong points? 



7. What do you consider the workshops' weak points? 



8. Suggestions or comments: 
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FACULTY AND CONSULTANTS 



William D. Abbott, M. D. , Deputy Chief, General Service 
N.I.M.H., Clinical Research Center 
Lexington, Kentucky 



MehmetArik, M. D., Superintendent 
Kentucky State Hospital 
Danville, Kentucky 



(Mrs.) Margaret Bohon, R. N., Associate Director of Nursing 
Kentucky State Hospital 
Danville, Kentucky 



(Mrs.) Violet Botts, Occupational Therapy Supervisor 
Kentucky State Hospital 
Danville, Kentucky 



(Mr.) Joseph C. Burglo, M.H.A., Hospital Administrator 
Kentucky State Hospital 
Danville, Kentucky 



(Miss) MargretF. Carroll, R. N., B. S., M. S., Associate Director 
Of Nursing Education 

N.I.M.H., Clinical Research Center 
Lexington, Kentucky 



(Miss) Annie Laurie Crawford, R. N,, B. S,, M. Ed ., Director , 
Mental Health and Psychiatric Nursing Project 
itouthern Regional Education Board 
Atlanta, Georgia 



Stanley E. Crawfort, M.S.W., Chief, Social Service 
N.I.M.H., Clinical Research Center 
Lexington , Kentucky 



(Mrs.) Charlotte Dlenny, R. N., B. S. N., M. A., Research Assistant 
Kentucky Research Coordinating Unit, Vocational Education 
College of Education 
University of Kentucky 
Lexington, Kentucky 
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Willard Dill, M. D, , Director of Admissions and Out Patient Service 
Kentucky State Hospital 
Danville, Kentucky 



(Miss) Betty Jane Ely, R. N, , M. S. , Psychiatric Nursing Consultant 
Department of Mental Health 
Frankfort, Kentucky 40601 



.1 



Dale Henry Farabee, M, D, , Commissioner 
Kentucky Department of Mental Health 
State Office Building Annex 
Frankfort, Kentucky 40601 



(Mr.) Omar L. Greeman, M. S«, Administrative Director 
Office of Chronic Disease , Division of Epidemiology 
State Department of Health 
Frankfort, Kentucky 40601 






Byron L. Harriman/ Phf D* » Chief, Psychology Service 
N>I*MV^^ 

;^xih9ton, Kentucky 



1 



D , Hawthorne , M . D. , Clinical Director 
Clinical Research Center 

Itesangtonr 



(Miss) Linda x; Hay H. /Director of Planning and 

Development 

Department of Mental Health 
Frankfort, Kentucky 40601 






Rdy H. H^ Superintendent 

Central State Hospital 

Lbuisvllle,^ 
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Wllla M^ Area Supervisor / Alcohol Unit 

Kentucky State Hospital 
Danville, Kentucky 
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(Mrs.) Virginia Kilander, R. N., M. Ed., Assistant Professor, Psy- 
chiatric Nursing 
College of Nursing 
South Dakota State University 
South Dakota 

(Miss) Elaine Kiviniemi, B. S, N., M. S. N., Psychiatric Nurse Dis 
trict Team 

Kentucky Department of Mental Health 
Frankfort, Kentucky 

Carl F. Lamar, Ph. D,, Director 
Kentucky Research Coordinating Unit 
University of Kentucky 

(Mrs.) Thelma Long, R. N., Unit Supervisor 
Kentucky State Hospital 
Danville, Kentucky 

(Mrs.) Bessie McCord, B. S. N. , Director of Nurses 
Frankfort State Hospital and School 
Frankfort, Kentucky 

William McFall, M. D. , Director of Diagnostic and Evaluation Unit 
Frankfort State Hospital and School 
Frankfort, Kentucky 

Clarence E. Morgan, Vocational and Educational Rehabilitation 
NoI.M.H. , Clinical Research Center 
Lexington, Kentucky 40507 

Alfred S. Nelson, M. D., Chief, Medical Service 
N.IoM.H., Clinical Research Center 
Lexington, Kentucky 

Donald D. Pet, M. D., Chief, Men's Addiction Service 
NoI.M.H., Clinical Research Center 
Lexington, Kentucky 

Robert W. Rasor, M, D,, Medical Officer in Charge 
N.I.M.H. , Clinical Research Center 
Lexington, Kentucky 
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Cynthia Rector, B. S,, M. S, , Chief Psychiatric Nurse 
Danville, Kentucky 

(Mrs.) Tressa Roche, R, N,, M. S., Acting Chief Nurse 
Kentucky State Hospital 
Danville, Kentucky 

(Mrs.) Margaret Sanders, R. N., Area Supervisor 
Kentucky State Hospital 
Danville , Kentucky 

(Mrs.) Doris Schmidt, R.’N., B. S.N., M. Ed., Supervisor, Health 
Occupations Education 

Kentucky State Department of Education 
Frankfort, Kentucky 

Robert Swift, B. A,, M. A. , Clinical Psychologist 
Kentucky State Hospital 
Danville, Kentucky 

RuthP. Tweedale, R. N., Supervisor, Withdrawal Wards 
N.r.M.H. , Clinical Research Center 
Lexington, Kentucky 

Stanley Wall, Ed. D., Associate Dean 
University of Kentucky 
Community College System 
Lexington, Kentucky 

(Mr.) Jay C. Wertman, R. N. , B. S. N. Ed., M. S., Director of 
Nursing 

N.I.M.H. , Clinical Research Center 
Lexington, Kentucky 

(Mrs.) Sue Willis, R. N., Supervisor 
Kentucky State Hospital 
Danville, Kentucky 

(Mrs.) Joanne Woods, Volunteer Coordinator 
Kentucky State Hospltel 
Danville, Kentucky 
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WORKSHOP PARTICIPANTS 



Colorado: 

Joyce Marie Horalek, Coordinator 
Poudre School District R-1 
Poudre Valley Memorial Hospital 
Ft. Collins, Colorado 80521 

Illinois: 



Dorothy Sclfres, Coordinator-Instructor 
Olin Vocational School 
2200 College Avenue 
Alton, Illinois 62002 

Kentucky: 

Rebecca B. Baird, Instructor 
1501 Frederica 
Owensboro, Kentucky 42301 

Doris E, Bryant, R, N., Instructor 
Northern Kentucky State Vocational Schpol 
Amsterdam Road 
Covington, Kentucky 41011 

ImogeneA. Carter, Teacher-Coordinator 
Owensboro State Vocational School 
1501 Frederica 
Owe n sboro , Ke ntucky 42301 

Kathryn Jeanette Cochran, R. N., Teacher- 
Coordinator of Practical Nursing 
Northern Kentucky State Vocational School 
Amsterdam Road 
Covington, Kentucky 41011 

Charlotte Farmer, Instructor 
123 Warren Court 
Lexington, Kentucky 
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Rebecca S. Forrest, Teacher-Coordinator 
Glasgow School for Practical Nurses 
Post Office Box 199 
Glasgow, Kentucky 42141 

Virginia W. Gudgel, R. N., Instructor 
Danville School of Practical Nursing 
Kentucky State Hospital 
Danville, Kentucky 40422 

Moselll B. Jester, Teacher -Coordinator 
Danville School of Practical Nursing 
% Kentucky State Hospital 
Danville, Kentucky 40422 

Blanche M. Johnson, Instructor 
Danville School of Practical Nursing 
Danville , Kentucky 40422 

Lorene Etienne Jones, Instructor 
3101 Bluebird Lane 
Jeffersoptown, Kentucky 40299 

Allene Y. Kirkland, Instructor 
Danville School of Practical Nursing 
Danville, Kentucky 40422 

Edith H. Klshpaugh, Teacher 
Mayo State Vocational School 
Paintsvllle, Kentucky 41240 

Rosie Lee Peden, Instructor 
Post Office Box 199 
Glasgow, Kentucky 42141 

Bertine J. Riley, Instructor 
Northern Kentucky State Vocational School 
Amsterdam Road 
Covington, Kentucky 41011 

Helen Thomas Shawk, Instructor 
123 Warren Court 
Lexington, Kentucky 
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Margaret Anna Griffith Tackett, Teacher-Coordinator 
Mayo State Vocational-Technical School 
Paintsville, Kentucky 

j 

I 

Mercedes Thompson, R. N., Teacher-Coordinator 
3101 Bluebird Lane 

Jeffersontown, Kentucky 40299 I 

Virginia S. Towles, Instructor 
Danville School of Practical Nursing 
Danville, Kentucky 40422 

-? 

■1 

Mildred G. Winkler, Teacher -Coordinator 
Post Office Box 187 
Pineville, Kentucky 40977 

■i 

Donna Marie Withrow, Instructor 

Pineville School of Practical Nurses I 

Harlan Area Vocational School j 

Pineville, Kentucky 40977 

• • i 

New Hampshire; I 

Susan Henderson, Clinical Instructor 

II Rope Ferry Road ] 

Hanover, New Hampshire 



New Mexico: 

M. Elizabeth Linscheid, Director I 

Las Cruces School of Practical Nursing 
Solano at Juniper Streets 

Las Cruces, New Mexico 88001 I 



Virginia: 



Miriam W, Smith, Director and Instructor 
of Practical Nursing 
Burrell Memorial Hospital 
611 McDowell Avenue 
Roanoke, Virginia 24017 
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West Virginia: 

Wilma B. Gillespie, Directpr 

Wood County Vocational School of Practical Nursing 
48 8th Street 

Parkersburg, West Virginia 26101 

Patricia Richardson, Instructor 
Wood County Vocational School 
48 8th Street 

Parkersburg, West Virginia 26101 
Washington, D. C.: 

\ 

Olga H. Baronlak, Nursing Arts Instructor 
Burdick Vocational High School 
13th and Allison Street, N, W. 

Washington, D. C. 

f ■ : , . ■ ' . . ■ ■ ■ 

Martha F. Burton, Teacher 
M. M. Washington Vocational High 
1st and O Streets, North West 
Washington, D. C. 20001 
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The National League for Nursing Psychiatric Nursing Achievement Test was used for 
the pre test and post test. The group mean score was at the thirty-second percen- 
tile on the pre test and at the seventy-second percentile on the post test. Several 
speeches are included in the report. 















